STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Cora’s CHAPTER 100.1

Inspection Date: January 10,2020 Annual

Address:
1711 Ema Place, Honolulu, Hawaii 96819

PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS, IF IT ISNOT
RECEIVED WITHIN TEN (10} DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
ﬁ_ﬂmoc%&OdwwmmwOme.

THIS PAGE MUST BE SUBMITTED WITH YOUR
CORRECTION WILL BE RETURNED

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18



RULES (CRITERIA) , PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (¢) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered

by 2 physician or APRN, DID YOU CORRECT THE DEFICIENCY?

FINDINGS _ USE THIS SPACE TO TELL US HOW YOU
Resident 1 — Tyleno! and Metamucil on 4/3/2019 : CORRECTED THE DEFICIENCY

medication arder; however, there was no dose, route, or
frequency included. Instructions for Metamucil
documented on 12/23/2019 medication reevaluation.




RULES (CRITERIA) PLAN OF CORRECTION Completion
& Date
§11-100.1-15 Medications. (¢} PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1 — Tylenof and Metamuci on 4/3/2019
medication order; however, there was no dose, route, or
frequency included. Instructions for Metamucil documented
on 12/23/2019 medication reevaluation.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: |®N&\a\n v S@k\A
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